in sex trafficking (Banks & Kyckelkahn, 2011) . The average age of sex trafficking recruitment is 11 to 14 years of age (Harris, 2012; Hom, 2013) . In the United States, a substantial portion of sex trafficked victims are children who are runaways or from the foster care system, and from families where they experienced physical abuse, sexual abuse, and addiction (Ahn et al., 2013; Gajic-Veljanoski & Stewart, 2007) . It is important to note, however, that recruitment of sex trafficked victims in the United States also occurs in the nation's suburbs and on school campuses (Harris, 2012 ; United States Department of Education, 2013 Education, , 2012 .
It is increasingly recognized that local sex trafficking industries can thrive in the shadow of urban health systems; in our case within blocks of the University of California Davis Health System (UCDHS)-located in California's capitol city of Sacramento with an approximate population of 485,000 (Syphax, 2012; Taft, 2014; United States Census Bureau, 2015) . Sacramento is considered a hub of sex trafficking activities in the United States because Interstate Highway 5, which goes from the Mexican border to the Canadian border, intersects with Interstate Highway 80, which begins in San Francisco and ends on the East Coast. (Syphax, 2012; Taft, 2014) . This, in addition to Sacramento's proximity to Las Vegas, means that even on the boulevard where UCDHS is located, minor and adult slaves of sex traffickers are daily being coercively and forcefully exploited. It is sobering to think that our lack of awareness of this invisible population has perhaps meant missed opportunities to improve both the health of individuals, including minors, and population health (Clause & Lawler, 2013; Dovydaitis, 2010) .
Frontline health care professionals are often the first human service professionals to come into contact with sex trafficked victims before they have been identified as such (Baldwin et al., 2011; Gajic-Veljanoski & Stewart, 2007) . Research suggests that up to half of sex trafficking victims in the United States have had contact with a physician or other health care provider during their capture (Baldwin et al., 2011; Barrows & Finger, 2008; Dovydaitis, 2010) . In fact, health care professionals may be the only adults that victims are allowed to be with alone without traffickers or their accomplices. This presents a unique opportunity for health care providers to recognize their plight and perhaps assist these patients or possible victims (Dovydaitis, 2010) .
Victims of sex trafficking have various and unique health care needs that can serve as clues for providers to investigate further by asking more specific questions (Dovydaitis, 2010; Gajic-Veljanoski & Stewart, 2007) . These health concerns include unwanted pregnancies, abortion requests, sexually transmitted infections, substance abuse, addiction and overdose, physical trauma including rape and beatings, and HIV/AIDS (Hossain, 2010) . Post-traumatic stress, depression, anxiety, and suicide attempts are common (Hom, 2013; Hossain, 2010) . Health care professionals may or may not recognize sex trafficking victims, including minors, in emergency rooms or reproductive health clinics (Baldwin et al., 2011; Barrows & Fingers, 2008; Zimmerman et al., 2008) . Moreover, victims of sex trafficking may have limited access to health services and be reluctant to disclose the truth and extent of their situation due to shame, helplessness, language barriers, accompanying traffickers, fear of physical injury or deportation, and clinicians' real or perceived disdain (Baldwin et al., 2011) . Most health professionals have limited awareness of and education regarding how to appropriately respond to victims of sex trafficking (Ahn et al., 2013; Baldwin et al., 2011; Grace et al., 2014a; Grace et al., 2014b ).
An interprofessional health care workforce that is aware of the health impact of sex trafficking, and trained to compassionately interact with individuals in a culturallyaware and trauma-sensitive manner will be able to provide optimal health care, adequate support, and appropriate referrals on behalf of this extremely vulnerable patient group. In addition, those health care professionals will be better equipped to effectively collaborate with law enforcement, case management, and advocacy partners (Ahn et al., 2013; Gajic-Veljanoski & Stewart, 2007) .
In fact, mandates for and reports of curricula and training models for individual practitioners have emerged, although further research is needed to track the impact of sex trafficking training, education, and resources on the long-term attitudinal and clinical practices of practitioners over time, in addition to the clinical and life outcomes of patients (Ahn et al., 2013; Diaz, Clayton & Simon, 2014; Grace et al., 2014a; Grace et al., 2014b) . There are well-meaning yet misguided actions that health care professionals take that can re-traumatize and place victims at greater risk during and following their clinical care. Institutional policies and procedures can also do harm, without the informed partnership of local community advocates and entities.
Perhaps as important as a trained practitioner, or even an interprofessional team of trained practitioners, is the institutional capacity required to support their clinical efforts and even augment those efforts by weighing in on municipal and regional policy levels (Murray-García & García, 2008) . UCDHS is the third largest employer in Sacramento and one of the largest employers in the greater Sacramento metro region.
As an academic health system and training center, the geographic area from which UCDHS' patients are drawn is the size of the state of New York, extending from California's Central Valley east to the Nevada border, and north to the Oregon border.
UCDHS has the potential to develop its institutional leadership and voice to weigh in locally on interagency efforts and policies that facilitate the identification and healing of the region's sex trafficked victims ("About the Health System", 2015).
As an initial step, we sought to explore how UCDHS health care providers, in the context of institutional support and potential leadership, and in conjunction with community members and other invested community institutions, could practically serve as a powerful, positive, health-giving force to this population of patients. Our goal was to assess and build the capacities of individual health care practitioners, as well as the institutional capacity of UCDHS, including introducing employees to local community advocates and experts who are dedicated to sex trafficking prevention, identification, and treatment. A four-hour workshop was developed in close partnership with community experts in this area. The extended workshop was open to any member of the UCDHS community, including health care professionals, staff, faculty, and health professions students (i.e., public health, medical, and graduate-level nursing students).
We captured the experience in convening this group by evaluating the process and impact of the extended training on participants. We measured participants' pre-and post-workshop self-assessments of their awareness and knowledge about sex trafficked victims, their ability to identify and provide clinical care to sex trafficked victims, and the level of their advocacy on behalf of victims. In doing so, we hope to contribute to literature such that it can be used by other urban academic health centers to educate healthcare professionals, and to increase their institutional capacities to serve the hundreds of thousands of children and adults who are sex trafficked across the nation.
As urban areas in the United States are disproportionately non-White, we can reasonably expect that addressing the phenomenon of sex trafficking in the proximity of urban academic health centers will address health disparities by race as well (Squires & Kubrin, 2006) 
Methods

The workshop, "Educating UCDHS Healthcare Providers to Identify and Heal
Victims of Sacramento's Sex trafficking," aimed to increase knowledge, ability, and selfefficacy of health care providers to proactively identify and heal victims of sex trafficking. Bandura (1995) defined self-efficacy as belief in what an individual can do and accomplish. Individuals' perceptions of potential outcomes impact whether they will act, and to the degree to which they will persevere in the face of adversity. Closely related to the concept of self-efficacy is the concept of collective efficacy. Bandura (1995) 
In getting things done collectively, perceived efficacy is concerned with people's beliefs in the joint capabilities to make health promotion a national priority, to forge divergent self-interests into a shared agenda, to enlist supporters and resources for collective action, to devise effective strategies and to execute them successfully, and to withstand forcible oppositions and setbacks. (p. 33) Bandura emphasizes that collective efficacy influences how much effort an individual will put toward change. The structure of the workshop sought to promote collective efficacy by featuring presentations from local non-profit community organizations, mental health providers, and law enforcement who are actively working to mitigate sex trafficking and to ameliorate the impact it has on the lives of individuals. The workshop was intended to provide specific information to healthcare providers as one aim. We invited community members, advocates, and healthcare consumers to brainstorm together and to build relationships in a collective effort to create joint structures, practices, and resources that could help and heal victims of sex trafficking in the Sacramento area.
Another critical aspect of developing collective advocacy, in addition to strengthening and creating links to community entities, was to identify and to enhance the institutional capacity of UCDHS. Specifically, motivated and skilled clinicians must believe they have institutional backup and support for their individual actions in support of sex trafficked victims. The workshop aimed to serve this purpose, by illustrating to future clinical advocates that their institution shared their values and sense of urgency for this patient population, that they were not alone in their intended actions, and that they would have the support of the institution both in resources and established community working relationships. It was through this sense of collective efficacy that this study sought to increase institutional capacity to serve victims of sex trafficking.
Participants
This study was approved by the UC Davis Institutional Review Board.
Participants were recruited via flyers posted at clinician work stations, announcements in the health systems intranet newsletter, email and Facebook announcements, and word of mouth. Participants included employees, or trainees of UCDHS as well as community members. Community members included a parole officer and community activists from up to 90 miles away. In their RSVP, participants were asked to make a written commitment to stay the entire four hours. We explained the risk in attending only a portion of the presentation, which included attaining just enough information and undirected passion to potentially compromise the emotional and physical safety of sex trafficked victims. Participants were asked to consider being part of a formal evaluation of the event by completing pre-and post-event written surveys. Approval from the UC Davis Institutional Review Board was obtained prior to the workshop, and consent was obtained through a question on the pre-survey.
Training Session
The free session was held on a weekday from 4-8 p.m.; snacks and dinner were Ms. Albright-Byrd, a mixed-race African American/White woman, described how UCDHS clinicians had missed opportunities to identify and rescue her as a sex trafficking victim a decade ago, when she was an adolescent patient on the UCDHS pediatric ward. She assured us that hers was not an uncommon story throughout the nation's urban academic health care training centers. She challenged our use of the term "child prostitute", explaining that "Minors cannot be prostitutes; they can only be rape victims." Of the local sex trafficked population in the Sacramento metro area, Ms. These three community-based local experts, along with other community advocates who were in the audience, evidenced the support, resources, and willing, if under-resourced partners that exist in the community that UCDHS employees and students can access on behalf of their patients. Having these three local experts come to our health system campus reflected the intentional process of building individual and institutional capacity in addition to gaining valuable knowledge through the specific content of their presentations.
The importance of including training in implicit bias in service provision and historical distrust with health, social, and law enforcement institutions cannot be overstated (Murray-García & García, 2008; Tervalon & Murray-García, 1998 ). However, we did not specifically address those elements in this already extended, introductory training.
Evaluation Tool
Pre-and post-workshop surveys were administered. Survey questions with a five-point Likert scale were administered only to participants who identified as health professionals, or health professions students to ascertain their pre-workshop levels of self-assessed knowledge, ability, and self-efficacy, as well as post-workshop perceived increases, if any, in knowledge, ability, and self-efficacy (see Appendix B). A pre- Finally, an open-ended dialogue and brainstorming session was conducted during the workshop, from which additional data regarding participants' perceptions, challenges, and experiences were gathered. Potential solutions to these challenges were also recorded by a designated scribe. This dialogue and brainstorming session was designed to generate data. The session was also used to demonstrate the value, necessity, and existing potential of interprofessional, ongoing, dynamic dialogue among institutional members and community advocates and members, to build individual, institutional, and regional capacity.
Measures and Analysis
Frequencies were calculated to show the distribution of participant characteristics, and for health providers to compare pre-and post-survey responses.
Data were analyzed using descriptive inferential statistics by determining the mean, standard error, and standard deviations using SPSS version 21.
A Likert-type pre-workshop question was used to demonstrate healthcare providers' self-assessments of their awareness, knowledge, skills and confidence. The post-workshop self-assessment questions asked participants to what degree they agreed, or disagreed that they had increased in that paired dimension (see Appendix B). Tests of statistical significance were not appropriate here.
All participants indicated pre-workshop to what extent they were aware of Sacramento's sex trafficking phenomenon, and to what extent they were involved as active advocates (see Appendix C). We re-categorized those who chose option #4 or #5 as "Active Advocates," and derived the sums and the percentages for the following groups: 1) all participants, and 2) healthcare providers and students, whether or not they were employed by UCDHS. We compared this summed percentage with the percentage of participants who "agreed" or "strongly agreed" to a post-workshop response to the single statement -"I plan to become an active advocate against sex trafficking." Chi-square analysis was used to compare pre-and post-workshop percentages.
Thematic Analysis
Thematic analysis was used to code all participants' responses to open-ended questions, to gain insight into the broader patterns, and to interpret phenomena across the data (Boyatzis, 1998) . Themes that emerged from participant responses were labeled systematically. Responses of a similar genre were color coded and categorized under a common label that captured the meaning expressed in one or more original themes. Labels were inductively derived as well as generated a priori based on a review of the literature.
Results
The event was attended by 76 participants, excluding workshop organizers, and 67 (88% response rate) completed the pre-and post-workshop surveys (see Appendix A). Among the 67 event participants who completed surveys, 52 were healthcare providers or health professions students, 5 were staff or administrators, and 10 were, community members. Notably, nine of the health professions students in the marriage family therapy and counseling departments were from neighboring universities. Two community members drove from as far as 90 miles away. The following quantitative analyses are from the responses of health care providers, including health professions students.
Only one in three healthcare providers believed they were knowledgeable about the lived experience of sex trafficked victims, opportunities to identify them and provide emergency care, and the prevalence of sex trafficking in Sacramento (see Appendix B).
Nearly all of these healthcare providers (96-100%) indicated that their knowledge in these three areas increased as a result of the workshop. Over half (51%) of the healthcare providers were knowledgeable about the physical and mental health issues that may exist for sex trafficking victims, and again, nearly all (98-100%) indicated that the workshop increased this knowledge (see Appendix B).
Smaller percentages of healthcare providers felt they had the ability to recognize the signs and symptoms of sex trafficked victims' trauma (28.8%), the ability to provide trauma-sensitive care (19.2%), or were confident in their ability to provide healthcare to a sex trafficked victim (21.5%). Healthcare providers' sense of their ability, or confidence in their ability (self-efficacy) increased for almost all (92-100%) of these participants.
Fewer than one in five health care providers assessed themselves as knowledgeable about community agencies and resources they could consult with, or whom they could call on to provide emergency services for their sex trafficked patients.
Almost all (98%) agreed that they had increased in their knowledge of resources outside of the university health system. This survey also allowed us to assess health care providers' levels of involvement and advocacy in serving this vulnerable sex trafficked patient population.
Only 43 participants completed both pre-and post-workshop questions on this survey section. Pre-workshop responses indicate that six out of the 46 (13%) healthcare providers who answered this question indicated they were "active advocates" against sex trafficking (see Appendix C). Following the workshop, 95% of healthcare providers agreed or strongly agreed that they planned to become advocates against sex trafficking. Despite the large post-workshop differences, these increases were not statistically significant by Chi-square analysis, perhaps because of Type II errors in which the analyses were underpowered to reach statistical significance. Finally, 89%
(51) of all respondents believed that UCDHS had the institutional capacity to identify and help victims of sex trafficking (Data not shown).
Open-Ended Questions
We grouped responses to the four open-ended questions into thematic categories (see Appendix Knowledge of local tools and resources. Participants wanted to know who to call when a healthcare provider suspected an individual to be a victim of sex trafficking.
They requested specific contact information that could be quickly accessed during the pace of a busy emergency room or clinic. It was recommended that resource information could be readily available for health providers and staff through the electronic medical record, or by posting protocols on clinic staff room walls. 
Facilitated dialogue session.
The facilitated problem-solving and dialogue session was another opportunity for all participants (law enforcement, community members, UCDHS employees, and students), in both process and content, to witness and learn from the expertise residing within this interprofessional audience, and to experience the collective efficacy that is needed to better serve sex trafficking victims and survivors. One example offered was the recognition of sex trafficking as a community issue that requires everyone, including men, to be involved. Mindset changes among human service professionals were recommended, including the understanding that patients who present with an angry demeanor are victims, and that anger, an adaptive response, is a symptom of deeper trauma.
Another discussion stream illustrated the value and process of gathering together this multi-disciplinary, multi-institutional group of participants from within and outside of UCDHS. A pediatric emergency room physician in the audience related a story of an adolescent male brought in by his parents for being withdrawn following a brief episode where he ran away and then returned home. After multiple attempts to connect with this youth, and after several hours of waiting for lab results, the physician was able to elicit a recent incident of sexual abuse by an adult during his brief runaway experience. The emergency room physician described to the training session participants how helpless she had felt in having gained the young man's trust, only to realize that she did not have the back-up she needed from local law enforcement to affirm this event as a crime against the patient. The law enforcement officer present in the ER declined to initiate a formal criminal case with the attendant examination and documentation. Detective Sydow stated again that not all law enforcement officers agree that persons who have been sex trafficked, or sexually assaulted are "victims."
Audience members then asked what UCDHS could do to help Detective Sydow facilitate municipal and county local law enforcement policy, training, and practice changes. Another health professional suggested that we should be able to call Detective Sydow, or another designated skilled and sympathetic officer directly from the emergency room, clinic or inpatient ward, such as a local law enforcement hotline specifically for these tenuous scenarios. In this way, health professionals would be assured of talking with someone who shared the perspective of sex trafficking victims as victims. Yet another participant asked if there was a way to document and communicate reports of these unsatisfactory cases directly back to law enforcement representatives and decision makers, in a feedback loop that the audience did not think currently existed. A UCDHS social worker then reported that she had heard this case in a multidisciplinary feedback session that existed to review UCDHS social work-law enforcement partnerships, especially in regard to domestic violence cases. The existence of such a feedback committee was a surprise to many in the audience. What ensued was a real time problem-solving session about the assets of the institution that could have been used (i.e., feedback session) had the physician known about it, and about the strengths, weaknesses, and variability of the support that clinicians currently face if they conscientiously sought disclosure from patients they suspected of being sex trafficked victims. Ms. Albright-Byrd, one of the speakers and a sex trafficking survivor, shared her dream that the UCDHS underwrite an emergency residential facility or longterm safe house specifically for identified and willing sex trafficked patients. The dialogue session of this training exposed challenges and weaknesses of the health system in identifying and then assisting sex trafficked victims. This session becameright there and then-a real-time activity to build UCDHS' capacity to respond to victims' needs by strengthening internal and external interprofessional alliances with the institution.
Discussion
The goal of the four-hour training session, "Educating UCDHS Healthcare Providers to Identify and Heal Victims of Sacramento's Sex Trafficking" was two-fold.
First, it was to inform, equip, inspire, and empower individual clinicians, staff, administrators, and health professions students to actively identify and constructively assist Sacramento's sex trafficked victims who utilize services at the University of California, Davis Health System (UCDHS). Secondly, we sought to assess, demonstrate, and build the institutional capacity of UCDHS to support individual practitioners in their efforts, and to serve the region's victims of sex trafficking in constructive and creative ways. We know of no other studies that emphasize the importance and necessity of both an individual practitioner and institution-wide approach, especially within urban academic health systems.
A pre-session survey indicated that only one in three healthcare providers felt they were knowledgeable about the prevalence of sex trafficking in Sacramento, about the lived experience of sex trafficked victims, nor about opportunities to identify them and provide emergency care. Even smaller percentages of healthcare providers felt that they had the ability to recognize the signs and symptoms of sex trafficked victims' trauma (28.8%), the ability to provide specifically trauma-sensitive care (19.2%), or were confident in their ability to provide healthcare to a sex trafficked victim (21.5%). Fewer than one in five health care providers assessed themselves as being knowledgeable about community agencies and resources they could consult with, or whom they could call on to provide emergency services for sex trafficked patients.
These percentages are surprisingly low, given that by definition, this is a highly motivated group of self-selected healthcare providers who attended this extended, voluntary training at the end of a workday. This set of pre-session self-assessments is one of this study's most important findings-that this type of training is clearly needed at UCDHS, even among a group of healthcare providers and students already motivated to identify and serve this vulnerable population. We cannot generalize these findings to other urban academic health systems; however, we suspect that UCDHS shares these phenomena with similar health systems across the United States.
Post-survey self-assessments of participants indicate that health professionals and students perceived they increased in awareness of sex trafficking as a local issue, and in knowledge of the lived experience of victims of sex trafficking. Healthcare professionals and students also believed they experienced increases in their ability to identify signs and symptoms of sex trafficked victims, their ability to provide traumasensitive care to sex trafficked victims, and their confidence in their ability to provide for the healthcare of these vulnerable and traumatized patients. The post-session selfassessments thus indicated provider and students' enhanced self-efficacy, which includes one's belief that one possesses the knowledge and skill to be successful in a task undertaken (Bandura, 1995) . providers and students indicated on the post-survey that they want to become advocates against sex trafficking, compared to 2.3% who described themselves as advocates before the session. It would be a loss if that passion, as well as individual and collective efficacy, were thwarted if UCDHS focused solely on the training of individuals. Such an unbalanced, individual-level change strategy could fall short, and even frustrate efforts of motivated and newly skilled practitioners without expanding the institutional capacity of UCDHS.
The current literature on training curricula regarding the identification and provision of health care to human-trafficked and sex trafficked victims includes many tools and curricula (Ahn et al., 2013) . A recent systematic review of educational resources shows that few interventions have been evaluated for their impact on individual trainees beyond immediate, post-session increases in knowledge and awareness. Besides this current study, we know of only one prospectively designed study to measure the impact of an educational intervention on providers (physicians, nurses, and social workers), although our study relied on self-assessments (Grace et al., 2014b) . The one-time, educational intervention of up to 60 minutes, delivered to emergency room staff at 20 San Francisco Bay Area hospitals by a physician and a police officer, included background information, local cases, clinical signs, and health implications of human trafficking, along with referral options. Using pre-session and post-session surveys-and a comparison group that did not receive the training in 10 of the emergency rooms-researchers indicate that in the "treatment" group of 10 emergency rooms that staff self-reported increases in knowledge of the topic, of whom to call as resources for potentially identified victims, and an increase in providers who suspected they had served a human-trafficked victim. The comparison group did not experience these increases during the same period of time. Grace et al. (2014b) noted that their statistically significant findings of selfreported, immediate cognitive outcomes may not change future clinician behavior or patient outcomes. The same is true with the encouraging data of self-assessed impact from our educational intervention. Still, we would argue that making visible this previously invisible patient population, with its unique, often heartrending social complexities, is an important outcome in itself. For instance, before the UCDHS training, only 47% of health care providers had heard that sex trafficking might be a problem in Sacramento, but did not know more than that (see Appendix C). Only half (51%) felt they were familiar with the physical health issues affecting this population, and only 17% were aware of community resources that they could contact for consultation or emergency care (see Appendix B). This is sobering, again given that this is by definition a highly motivated group of health care providers. Recall that all participants were required to make a written commitment to stay for the entire four-hour session, and participants came from as far as 90 miles away to attend the workshop.
Such interventions can humanize sex trafficked victims, perhaps previously conceptualized as criminals or otherwise stigmatized, and create essential connections between healthcare providers, health system staff, local experts, and community members. The powerful distinction by survivor and expert Leah Albright-Byrd (Bridget's Dream, 2015) is conceptually blockbusting for our audience: "Child prostitution is a misnomer. Children cannot be prostitutes; they can only be rape victims." For some providers, serving minor patients brought in for crimes-crimes often required by their traffickers (i.e., drug possession, petty theft, and prostitution)-this distinction changes everything for them as health care providers, and for their partnerships with law enforcement officials.
Our study has not measured future actions that come from the present expressed intent, or knowledge of participants. Still, in post-session surveys, 95% of participants stated that they wanted to become advocates against sex trafficking (see Appendix C). (Please note that the term "active advocate" was not further defined for respondents, but we meant it to identify participants who go beyond service provision to work to an end to sex trafficking in our region.) Finally, 89% of respondents believed that UCDHS had the institutional capacity to identify and help victims of sex trafficking, an astounding vote of potential collective efficacy (Data not shown).
Perhaps the best way our study serves other urban university health systems is by documenting the potential of educational interventions, not just in informational content, but in process as well. Beyond the education of individuals, the assessment and increasing of institutional capacity-simply via the act of bringing people togetherseemed to build an interprofessional network of UCDHS employees. Building UCDHScommunity connections that individual providers can access assists in moving efforts forward collectively on behalf of these vulnerable patients. The institutional capacitybuilding activity of the facilitated dialogue session exceeded our expectations. The exercise revealed and fulfilled the need to understand one another's roles and skills as well as the need to attach faces and direct contacts to those resources. There is need for porous institutional borders between community and institution, and porous interprofessional borders within the health system. The overall intervention could thus set in motion individual, institutional, and community level developmental processes that can position the urban academic university health system to have a level of impact it might not otherwise have without such a professional convening.
Participant responses ascertained by the post-session surveys represent a wealth of specific ways to improve and build upon this initial extended session.
Participants identified skills, tools (i.e., interview scripts with sensitive and trust-building wording), and resources they would need as individuals, and that UCDHS would need as an institution to provide optimal care to sex trafficked patients. Importantly mentioned were institutional constraints (i.e., lack of posted protocols and resources), and weaknesses in UCDHS/community connections, including the need for more and quickly accessible local law enforcement officials who are sensitive to this issue. Finally, this highly motivated, interprofessional, UCDHS and community audience compiled an extensive list of new, creative ways that UCDHS could make meaningful change in this local health challenge. Next steps mentioned included the creation of interprofessional working groups within UCDHS, and with community groups. To meet the immediate needs of providers, perhaps a larger event could be held on the UC Davis campus, showcasing a broader spectrum of community groups and skilled consultant UCDHS providers who are available to those on the frontline of identifying and caring for this population of patients.
We expect that the lists above will have commonalities with those of other urban academic health systems across the country, but will contain idiosyncrasies as well. (Harris, 2012) . Of the members in the work group, the Alameda County Medical Center in Oakland was the only health system listed, university-associated or otherwise. Other urban academic health systems, in partnership with local, statewide, and federal entities, could enhance efforts to dismantle local sex trafficking industries, and to optimally care for this woefully under-served patient population by becoming leaders for increasing awareness and proactive change in their communities.
Several aspects of this work described herein might limit its generalizability to other urban academic health systems. First, while Sacramento is one of the nation's major hubs for sex trafficking, we also have strong organizations, coalitions, and individuals already in place to serve sex trafficked victims and to dismantle the local industry (Syphax, 2012; Taft, 2014; WEAVE, 2015; Sexually Exploited Children and Teens Collaborative, 2015) . This means we could offer four hours of dynamic, moving, and locally relevant content, and introduce providers to many advocates and human service providers on the frontlines of this work locally. For example, Leah Albright-Byrd is a Sacramento resident and founder of Bridget's Dream, Inc., a local non-profit that rescues and "restores" sex trafficked victims and offers training nationwide. Ms.
Albright-Byrd is a compelling, inspiring, powerful speaker with an amazing story of not just survival, but of "overcoming" [her word]. Not all cities will have such resources.
Participants in this study were a highly motivated group of individuals, many of whom were familiar with this topic. This intervention might be even more impactful for a group of UCDHS employees and students less aware, or passionate about this issue.
We have discussed previously how increases in awareness and knowledge do not mean that individuals will change their behavior, or be more clinically effective.
We believe our experience demonstrates the value of an urban academic health center simply convening members of a health system community, and the local community as a profitable starting place to identify, and train highly motivated individuals. This convening can also assist in gathering locally relevant expertise regarding the institutional constraints, and opportunities that lie before them. We emphasize that issues of implicit bias in service provision and historical distrust with health, social, and law enforcement institutions are critical elements of excellent service to this hidden population, although we did not specifically address these elements in this introductory training.
Conclusion
It is an unsettling thought that there are unrecognized sex trafficked victims visiting urban academic health systems in the United States, who are perhaps hoping against hope that a frontline provider, student, or staff member would ask that one question that would identify them as enslaved, or otherwise trapped in an unthinkable situation. Sex trafficking is not only a lucrative phenomenon "over there" in other countries. We have learned that even on the street where UCDHS is located, a local industry thrives largely without our noticing (Syphax, 2012; Taft, 2014) . Nationally, over 100,000 minor victims are sex trafficked each year, most from the foster care system.
Besides the more obvious immediate physical health issues, long-term mental health issues, including PTSD, depression, and suicidality, manifest in ways that can intergenerationally impact the families, the health of communities, and entire regions. This is the first study we know of that demonstrates that both individual and institutional capacity can be identified, assessed, and enhanced by gathering an interprofessional group of health system employees, students, and community members to address the health impact of the local sex trafficking industry. Although equipping individual healthcare providers with knowledge and awareness is critical, the training of individuals will likely yield less than it could without enhancing institutional capacity-building efforts. This includes removing health system constraints that discourage, or limit individual efforts; nurturing community/health system partnerships, and embracing expanded local and statewide practice and policy roles for the academic health center to assist this vulnerable and traumatized patient population, and to join in dismantling the local sex trafficking industry. None of these post-workshop changes was statistically significant, presumably because of Type II errors in which the small number of respondents meant the study was underpowered to detect statistical significance.
Appendix A
Characteristics of Health Care Providers and of Staff, Administrators and Community
Characteristics
